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We appreciate and applaud 

the fact that babies 

come in two genders, 

male and female, 

delightful he’s and 

charming she’s. 

In this booklet, we refer to baby 
only as “he,” not 

with sexist intent, 

but simply for clarity’s sake. 
Mother is unquestionably “she.” 
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Kathryn Anderson nursing her adopted baby, !an, five days old. 


Nursing Your Adopted Baby 


When the subject of nursing an adopted baby arises, people generally 
want answers to these three questions: Do you have milk? Why do you 
want to nurse an adopted baby? How do you do it? 

The goal of this booklet is to share information gleaned from the per- 
sonal experiences of many adoptive mothers in answer to these questions. 
The author and other contributors are mothers who have nursed adopted 
babies. We have found that knowledge of both the joys and the challenges 
is the best preparation. Since this material is a composite of individual 
experiences, it is both subjective and varied. We offer it to you, mother-to- 
mother, in the hope that it will help you find your way through this almost 
uncharted and very special area of mothering. 

Adoptive breastfeeding mothers are a small but growing group. We 
include those who are adopting a first child and those awaiting the latest 
in a large family, those who are infertile but do not want to remain 
childless, and those whose families are growing through both birth and 
adoption. Some of us start out as experienced nursing mothers, while 
others have not had any previous close association with breastfeeding. 
Our nurslings come to us from different pasts, at different ages, and in dif- 
ferent conditions. It would be impossible to cover all possible cir- 
cumstances because of the many factors involved, and we recommend 
that you take the following information and fit it to your situation. 

A few definitions are in order. “Relactation” is the process of rebuilding 
a milk supply that has been reduced or dried up following a birth in the near 
past (within several months). There may or may not have been a period of 
_ breastfeeding following the birth. “Induced lactation,” on the other hand, 
is the process of convincing the body to produce milk even though there 
has been no recent birth or even a previous pregnancy. Though many of the 
procedures are the same or similar, several are not, and the time frame and 
results may be dramatically different. 

Relactation is often related to a grave formula intolerance or a serious 
medical condition, and then there must be heavy emphasis on develop- 
ment of a milk supply. Efforts that are uncomfortable for mother or baby 
may sometimes be justified, and there is a realistic expectation of 
redeveloping a full supply. In contrast, during induced lactation, success is 
independent of the amount of milk produced; emphasis is on establishing 
a happy nursing relationship. Since medical considerations are not often a 
part of the motivation, desperate efforts can and should be avoided. 


We hope that you will keep in mind throughout your nursing experience 
with your adopted baby that, as valuable as mother’s milk is, it is only part 
of breastfeeding any baby, adopted or not. On occasion, an adoptive 
mother and baby may share no breast milk at all and still find that their 
general well-being has been augmented by feeding at the breast via the 
Lact-Aid®* or other supplementing device. In such cases, an adoptive 
mother may decide to sustain a loving nursing relationship despite a con- 
tinuing need for complete supplementation. With these nursing situations 
in mind, some caring people have suggested that “nursing” rather than 
“breastfeeding” should be the exclusive term used to refer to adoptive 
cases. However, we have chosen to continue to use both words inter- 
changeably. It is important that the adoptive nursing mother and those 
who support her all realize that the concept of breastfeeding means more 
than feeding the infant’s body; it means feeding an infant’s psyche as well. 
It enhances his emotional and social growth and contributes much more to 
his physical health than nutrition. 


Bonding or Attachment 

The advantages of breastfeeding are the same no matter how the baby 
arrives in the family, but some of the benefits have added significance in 
the adoptive situation. The bonding or attachment that is enhanced by the 
closeness of the breastfeeding relationship can be especially important in 
the adoptive family. 

Reams of material are available on the importance of skin stimulation to 
human infants (and adults), but a nursing mother and babe do not need 
proofs other than their own close and loving warmth. For baby, the taste 
and temperature of his mother’s skin is a constant part of his feeding 
experience. A nursing baby responds to his mother at feeding time, not to 
a bottle. For mother, there is the tenderness of the baby’s face and hands 
against her skin, the wonder of his soft breath. These small tactile and 
visual signals are a part of the bonding process for both. 

Bonding is also facilitated by the increased levels of prolactin in the 
mother’s system during induction of a milk supply. Prolactin is the milk 
producing hormone, but it is also called the ‘mothering hormone.” It has a 
calming, soothing effect, and it intensifies nurturant feelings. 

Eye contact, also, has been identified as an integral part of the bonding 
process. When a baby is fed at the breast, eye contact is tailored to posi- 
tions that are important to both emotional and physical development. The 
en face position (aligned forehead to forehead and chin to chin) is naturally 
assumed by the mother, allowing the baby his favorite view of the human 
face. He is also switched from one side to the other, and therefore his 
hand-eye coordination is given optimum development. 


*Lact-Aid® Nursing Trainer System is the full name of the device. 
Lact-Aid® is a registered trademark, 


Setting Goals 


It is now known that the emphasis in adoptive nursing must be primarily 
on the nurturant aspects of breastfeeding and secondarily on the nutri- 
tional advantages of mother’s milk. The production of milk, if it happens, is 
a pleasant side effect of the goal of a happy nursing relationship. 

An induced supply may build very slowly or plateau very frequently. This 
often results in a baby who is well over six months old by the time the supply 
reaches a significant number of ounces per day. Since this is a common 
time for the introduction of solid food with concurrent reduction in suck- 
ing, frequently the induced supply stops increasing at this point. Unfor- 
tunately, in the past, this experience led many adoptive mothers and their 
support persons to believe that the attempt to build a milk supply had failed. 
Instead, we now know that this is acommon pattern for induced lactation. 
There are exceptions. A few rare women respond quickly, with a lavish 
supply; these unusual mothers were originally thought to represent the 
norm. The truth is that they were the only people about whom one heard. 
Newspapers ran articles about them. They were disproportionately 
represented in research studies because those who didn’t produce milk as 
quickly or as copiously were considered failures and even dropped out of 
some studies before statistical totals were counted. We now know that 
having some milk is common; having abundant milk or no milk is rarer. We 
know that the speed of building a postpartum supply is greater than that of 
an induced supply. In fact, the growth of an induced supply is sometimes 
so slow that it may still be occurring well into the second year of nursing. 

Thus, when a mother thinks over whether she will attempt to breastfeed 
her adopted baby, she must evaluate how important the breast milk itself 
is to her. If supporting a baby fully on mother’s milk overrides all other fac- 
tors as a motivation, she should remember that the odds are stacked 
against her reaching that goal. On the other hand, many mothers decide 
that, though the milk is important and they will make all reasonable 
attempts to bring in a full supply, they can still accept falling short of that 
goal and be satisfied with the nurturant aspects of nursing. They decide to 
reevaluate and reset goals if and when necessary. Others decide from the 
beginning that providing milk is not their only goal. They want to nurse 
their babies for comfort and closeness. When they follow their plan, it is 
usually very satisfying for both their babies and themselves. Another 
middle-of-the-road pattern is the decision to feed fully at the breast sup- 
plementing via Lact-Aid® or other device, but without the concentrated fre- 
quency that is required for maximum milk production. Any or all of these 
patterns may emerge in succession as the best current approach for an 
individual nursing couple. 

One advantage to breastfeeding the adopted baby is that the baby and 
his mother are afforded a part of the biological process which is otherwise 
denied them. Some critics of adoptive nursing have called the nursing 
couple’s pleasure in this a denial of reality. These critics think that the 
adoptive mother is trying to pretend that she has given birth to her baby. 
The fact is, however, that the sheer conscious effort of inducing lactation 


is so great that avoidance of reality would be impossible. The desire to 
breastfeed one’s baby is independent of how the baby arrives. More and 
more adoption personnel and other professionals are becoming aware of 
this as they gain experience with families who choose to feed and nurture 
their infants this way. 

The many nutritional and immunological advantages of mother’s milk 
may or may not be available to the adopted nursing infant, since induction 
efforts are not guaranteed to produce breast milk. Even when these advan- 
tages are not available, there are still many factors that motivate mothers 
to continue to nurse their babies while fully supplementing. Usually, 
however, a small supply of milk is produced after several weeks or months 
of frequent, prolonged nursing, droplets in the beginning, but eventually 
several ounces a day. Even when the milk supply amounts to only one or 
two ounces daily, there may be nutritional and immunological advantages 
to the baby. At birth, a baby has several months’ supply of antibodies that 
protect against viruses and infections to which the birth mother had 
developed resistance. These antibodies are often effective only against ill- 
nesses indigenous to the prenatal area, which is why adopted babies are 
often heavily subject to minor illness, especially when their placement is in 
a new locale. Breast milk, in these cases, may be quite a protection since 
the natural antibodies it contains are effective in the new home area. It is 
interesting to note that formula-fed infants with intestinal e. co/i infections 
resulting in serious diarrhea have been successfully treated with only two 
ounces of mother’s milk per day. The preventive value of even a low level of 
milk can thus be reasonably inferred. 


Milk Production 


Lactation is essentially a supply and demand process. The body’s in- 
dicator of “demand” is sucking and milk removal, whether the mother is 
nursing after birth or inducing lactation separately. For some adoptive 
mothers, this principle of supply and demand can be harnessed to con- 
vince their bodies to produce milk without the hormonal prelude of birth. 
Basically, this involves providing massive sucking stimulus through ad- 
vance use of pump, or by simply nursing the baby. 

It is not a quick process, it is not an easy one, and since the results are 
governed by so many factors outside the mother’s control, there is no 
guarantee of success. But, for those families who want to try to add this 
Sweet experience to their baby’s nurturing, with all its physical and 
emotional gifts, the time and effort can be well worth it, no matter what the 
outcome. 

When a woman becomes pregnant, there is an orchestration of 
endocrine activity that produces changes in the breast structure involving 
growth of alveoli clusters (milk manufacturing cells) high in the breast near 
‘the chest wall and the development of additional milk ducts. The hormonal 


activity culminates at the birth with the secretion of prolactin and oxytocin, 
necessary hormones for milk production. Prolactin stimulates the alveoli 
to make milk; oxytocin causes the alveoli to contract and squeeze the milk 
through the ducts into the sinuses (sacs) located close to the nipple. After 
the early postpartum days, milk will continue to be produced only if there 
is adequate sucking and removal of milk. The more sucking, the more pro- 
lactin and oxytocin are produced; the more prolactin and oxytocin are pro- 
duced, the more milk is made. 

Induction without the preparation of pregnancy and birth involves more 
than this simple process, however; first there must be sufficient growth of 
ducts and alveoli to produce milk. This growth in most adoptive mothers 
does not approximate the level of growth that occurs during pregnancy, so 
adoptive mothers usually produce a milk supply which is smaller and less 
responsive to demand. In addition, inducing a supply requires much more 
sucking than maintaining a biologically engendered supply. Consider that 
it takes the body about nine months to develop the physiological equip- 
ment for a full postpartum supply, and that an average newborn baby then 
nurses a minimum of four hours a day to maintain it. From this perspective, 
it is easy to see why induction takes a long time and why an induced supply 
is often small. 


Preparation 

Because the waiting period for an adoption varies so widely, preparation 
for lactation can be difficult to orchestrate. Many families do not know if 
their baby will arrive in a few days or a few years. Some preparation ac- 
tivities can be done regularly throughout an indeterminate waiting period 
without becoming too discouraging; others should be reserved until there 
is a more definite arrival date. 


Education | 

Utilize the waiting period to educate yourself about breastfeeding. Read 
general breastfeeding materials as well as papers specific to induced lac- 
tation. THE WOMANLY ART OF BREASTFEEDING is a great help, and it 
contains a short section on nursing an adopted baby. Your La Leche 
League Group can also suggest other books. Be aware that most materials 
seem optimistic about inducing a full milk supply. Lact-Aid® International 
has several papers on induced lactation that may be ordered. Attendance 
at LLL meetings is one of the best sources of breastfeeding information 
and support available for any mother. A broad base of information provides 
perspective when nursing an adopted baby. It’s helpful to know what is 
common to all breastfeeding situations and what is unique to induced lac- 


tation. If you are a first-time mother, the contact with many little babies at 
LLL meetings can help familiarize you with the appearances, needs, and 
behaviors of infants and help set the emotional stage for parenting your 
own baby when he arrives. Talking with a group of other women who have 
similar attitudes about breastfeeding will be an asset to you. There are few 
other places where you will not have to explain why you want to nurse your 
baby. Your effort to breastfeed your adopted baby will be applauded and 
admired. In fact, the other mothers in attendance will likely form an impor- 
tant part of your needed support system. One word of caution: Be prepared 
for the relish with which pregnancy and birthing experiences are viewed. 
Part of one meeting in the four-part series is devoted to this subject. For 
those mothers who have had a struggle with infertility before their decision 
to adopt, this part of the League series could be uncomfortable, but at this 
meeting they also talk about the new baby in relationship to the family 
which could show a realistic view of life with a new baby. 


Breast Preparation 

In Western cultures, the bosom commonly remains almost totally under 
wraps, resulting in extremely tender skin, so you will need to prepare the 
skin and tissue of your breast and familiarize yourself with their functions. 
During pregnancy, some automatic changes occur that help prevent or 
reduce soreness. For example, emollients are exuded in the skin of the 
areola and nipple, and gradual enlargement of the breasts gently stretches 
the skin, resulting in some toughening. Despite these protections, some 
initial nipple soreness is common; since adoptive mothers do not have 
these natural preparations, soreness occurs even more frequently among 
them. Preventive measures as suggested in THE WOMANLY ART OF 
BREASTFEEDING and other publications are, therefore, especially impor- 
tant. Remember to avoid soap in the nipple area; soap washes away skin 
oils. To toughen the nipples, add a bit of light friction to your daily hygiene 
routine. During your bath give the nipple area a few extra light rubs with 
your washcloth, and towel lightly afterward. When convenient do not wear 
a bra, and wear mildly abrasive tops like sweatshirts or nubby sweaters. 
Sleep without night clothing if you are comfortable that way—the sheet 
will provide gentle friction as you turn in your sleep. If you develop 
soreness despite all your precautions, or if you didn’t have the time to 
prepare, continue nursing. Keep the nipples dry between feedings. Con- 
tinue avoiding soap. Use an emollient such as vegetable oil or vitamin E oil 
between feedings. If your nipples are very sore, cracked, or hardened, a 
light coat of an emollient may ease discomfort. Avoid using too much, 
though, as a slippery nipple can be difficult for a baby to grasp, causing 
poor positioning and more soreness. You might also try using exposure of 
the nipples to sun and/or to an ultra violet lamp for prevention and treat- 


ment. (See LLLI Information Sheet No. 28, Sore Nipples for complete in- 
structions and information.) Avoid airless coverings over the breasts. For 
Stubborn soreness, contact your League Leader for further suggestions. 

Aching in the chest muscles is another discomfort that preparation can 
help to eliminate. Among biological mothers, this ache is rare, probably 
because during pregnancy there is a gradual increase in the weight of the 
breasts that gently and imperceptibly exercises the muscles that support 
them. Adoptive mothers experience this ache somewhat more commonly 
because there has been no automatic strengthening of the support 
muscles to prepare for the unaccustomed movement of the breasts as the 
baby nurses or the mother shifts her position during nursing. You can, 
however, provide exercises for these muscles. Cup your breasts on your 
palms and lift slightly, then move your body to the right and left a little way. 
Don’t pull or stretch—easy does it. The exercise some use to build their 
chest measurement is also useful. Place your palms together at chin level 
with elbows bent outward, then press your hands together and release 
several times. You will feel the muscles in your chest move. 

It will help your baby to latch onif you learn to manually form the nipple. 
Hold your first two fingers or thumb and forefinger in a “v” shape and lay 
them above and below the nipple so that they rest at the edge of the areola 
(the darker area of skin that surrounds the nipple). Press lightly back 
toward the chest wall and your nipple will come forward. Stand in front of a 
mirror to do this so you can see where to place your fingers. A flexible and 
protuberant nipple is easier for the baby to grasp. Exercises for this should 
be done once or twice a day. Gently grasp the nipple between the thumb 
and forefinger and roll it to the right and left, then tug lightly on the nipple to 
help lengthen it. An optional preparation for nipple development involves 
wearing breast shields for a few weeks prior to the arrival of the baby. These 
shields are designed to press the breast back and bring the nipple forward, 
and are especially helpful to mothers with flat or inverted nipples. Ask your 
La Leche League Leader where to obtain them in your area. 


Finding a Support System 

Your support system includes your husband, your doctor, your LLL 
Leader and Group, as well as your family and friends. The understanding 
and support of these people will be essential throughout your effort to 
nurse your baby. Your husband is part of the support system but also one 
of those who needs support, since your effort to nurse your baby will re- 
quire even more help from him. He will probably need to do double-duty, 
encouraging you and protecting you from negative pressures, so he will 
need to be both informed and committed. It’s important that you involve 
him in decisions about what goals to set, how to reevaluate these goals as 
you proceed, and what methods to use. In the beginning, at least, he will be 
needed to help with chores since you will need to sit and relax, nursing the 
baby for as many hours as is humanly possible. 


Some fathers are dubious about the idea when they first hear of induced 
lactation. If your husband feels this way, don’t try to persuade him by 
downplaying the time and effort it will take. Inducing lactation is really a 
team effort. You and your husband both need to know as much as possible 
about what to expect. To provide your husband with the support he needs, 
ask your LLL Leader if there are any couples’ nights planned or if perhaps 
her husband or another experienced father would share his thoughts about 
breastfeeding and his reaction to having a nursing wife and baby. You can 
support your husband by telling him often what it means to you and the 
baby to be able to nurse, and that it would not be possible without his help. 

In addition to leading the series of meetings, the LLL Group Leader is a 
tremendous resource for the nursing adoptive mother. She is informed 
about breastfeeding and comfortable sharing her personal experiences. It 
is wise to remember that she may not have had much experience with in- 
duced lactation, and the two of you may need to learn about this unique 
breastfeeding experience together. Ideally, she will see that you are in 
direct contact with other adoptive mothers. If she does not know of such 
mothers in the local area, she may be able to find them through the LLL 
Area organization. It is worth the cost of a long-distance phone call or two 
for you to talk to another adoptive nursing mother. The sharing of personal 
experience, mother-to-mother, is what LLL is all about, and it is especially 
important in unusual nursing situations. 

Other family members may also be a great help. One mother was 
especially grateful for her sister, an experienced nursing mother, who was 
able to help keep everything in perspective with frequent reassurance that 
there are many of the same learning and challenging experiences in nurs- 
ing any first baby. When family members are not helpful, try to avoid them 
or ignore their influence. Your husband may have to step in to keep them at 
bay. Every family has to make its own decisions about dealing with non- 
supportive relatives and friends. Generally, if the people are not terribly im- 
portant in your daily life, avoidance of them or of the subject is the least 
stressful solution. If they are constant figures, and won’t leave the subject 
alone, try to win them over—sometimes just seeing you and your con- 
tented baby is all that’s needed. Sometimes it helps to say, “the doctor 
says we are doing just fine.” If they retain negative opinions, perhaps you 
can insist they keep their worries to themselves. In any case, do what you 
think is right for you and your own baby. Don’t be dissuaded by outsiders. 

Your baby’s doctor is another person whose help you will need during 
this time, so find someone who is supportive and knowledgeable about 
breastfeeding before the baby comes home. More doctors are now aware 
of the possibility of inducing lactation for an adopted baby. Even if they 
have had no previous experience with it in their practice, many will be 
accepting of your attempt. Talk to other nursing mothers for recommenda- 
tions, and interview different physicians until you are satisfied. Give the 
doctor your literature if the idea is new to him or her and offer reassurance 
that you have no intention of letting the baby’s health be compromised in 


any way. Share your reasons for nursing and discuss the methods you have 
decided to use. 


The author with another adopted son, Ned, at eighteen months. 


Pumping 

During the last stage of waiting, when there is a relatively settled date 
for the arrival of the baby, a mother may wish to utilize an electric breast 
pump or a good hand-operated pump to prepare further. Keep in mind that 
pumping in advance is not a guaranteed way to establish a milk supply. 
There are many factors affecting milk supply for each individual woman. 
Overall, it is not possible to distinguish a group of mothers who have 
pumped in advance from a group who didn’t, once the babies have been 
nursing for a few months. However, pumping on a regular schedule such 
as a newborn would naturally follow (every two to three hours for twenty 
minutes or so during the day) may help to develop alveoli and ductile tissue 
in the breast and pave the way for milk production. Some mothers who 
follow such a schedule for several weeks or months before their babies’ 
arrivals do begin to produce colostrum or milk. This is a tremendous advan- 
tage because there is then a ready-made encouragement for the baby. 

If you decide to use a pump in advance, choose one that has rhythmic 
suction that simulates a baby’s nursing pattern. The Egnell and Medela 
pumps are examples of. electric pumps that have this feature. These 
pumps can be rented from hospitals, milk banks, and medical supply 
houses. They come with instructions that should be followed carefully. A 
cylinder-type hand pump also works quite well. Your LLL Leader can tell 
you how to obtain one. The little bulb-type pumps sold in most drugstores 
are not as effective. 

Be careful to build up to a pumping schedule slowly to avoid sore nipples. 
Keep the suction strength low in the beginning. Milk flow can be triggered 


emotionally, and a pump does not make you feel especially maternal, SO, 
as you use one, think about sweet babies you know, about lavishly flowing 
milk, or even waterfalls and smoothly flowing brooks. It may help to warm 
and massage your breasts lightly before pumping. Try standing inawarm 
shower or using warm towels from the dryer. Stroke lightly from the chest 
wall down toward the nipple. Drink something before and after pumping. 
Don’t be discouraged if you do not express any fluid after using the pump 
regularly for several weeks. Remember that even some mothers who are 
fully supporting their babies on their milk have had little success with a 
pump. The pump’s suction does not fully match a baby’s nursing action. 
Pumping extracts only the milk already let down into the collection 
sinuses near the areola. Removal of milk from high in the breast requires a 
milk-ejection reflex which is usually triggered only in the presence of the 
baby. 

ier of watching for liquid evidence, notice your breasts. Are they 
changing in texture or size or tenderness? Is the nipple beginning to pro- 
trude more? These changes are positive signs. A firmer breast and more 
easily graspable nipple will help a great deal when you first put your baby 
to your breast. One hidden advantage to pumping is that the regular 
schedule helps prepare you for the changes in your life that a little baby 
will bring. The biological mother has her pregnancy and all its internal and 
external changes to help her adjust her pace and her focus even before the 
baby arrives. She also has an approximate date to expect her child. An 
adoptive mother does not have these aids to coping with what is an even 
more abrupt change in her life. Pumping on a schedule is one activity that 
can give your life a focus on the expected arrival and a rhythmic pattern to 
follow before the baby comes. 


Hand-Expression 


A disadvantage to using pumps, especially electric ones, is that they are 
not easily portable. Effective hand-expression techniques work just as well 
or even better when used on a regular schedule. LLLI publishes a sheet on 
hand expression— Reprint No. 27, Manual Expression of Breast Milk that 
explains one method. Another way to learn this hand-expression technique 
is to visit an LLL Group Leader and ask her to teach you. All of the cautions 
and preparations that apply to pumping also apply to hand-expression. 

The limitation of hand-expression is the reverse of pumping: there is no 
suction, only the milking action that presses milk from the sinuses. Some 
mothers combine the two methods, doing perhaps five minutes of hand- 
expression, then five minutes of pumping, repeated for a total of twenty 
minutes every two or three hours. 
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Cautions about Preparation 


Many people assume that adoptive mothers must take drugs to induce 
lactation. This is not the case. There is no known totally safe drug that 
could be used. One problem is that drug-induced milk could contain traces 
of the drug and, therefore, in some cases, be unsuitable for the baby. There 
would be a concern about any drug that had such a powerful effect on the 
mother’s endocrine system. Birth control pills are sometimes suggested 
for use before the baby arrives, since they mimic the hormone balance of 
pregnancy. Some breast changes possibly conducive to lactation occur 
during their use. The theory is that sudden cessation of the pills will 
change the hormone balance similarly to the changes following birth. In 
fact, there is no evidence that their use has any effect on induced lactation. 
Since they, too, have dangerous side effects, it is not recommended that 
they be used for this purpose. Oxytocin nasal spray is occasionally sug- 
gested to facilitate let-down. This is not indicated in adoptive nursing 
since the mother does not yet have milk to let down. 

Another suggestion is that the waiting mother borrow a baby to nurse 
for sucking stimulation. This might be effective, of course, but there are 
too many possible problems for the “borrowed” baby. Breastfeeding is a 
very special one-to-one relationship which contributes to the baby’s 
awareness of who his mother is. His sense of the relationship between 
himself and the world has its cornerstone in this awareness. It’s best not 
to tamper with the exclusivity of the nursing relationship. 


Getting Started 

If your baby is very young, you will probably be able to nurse immediately 
and you will both derive great joy and closeness from this. Newborn babies 
usually can latch on and suck with little difficulty. It’s best to choose a 
time when your baby is dry, comfortable, relaxed but not too hungry or too 
sleepy. Choose a warm and private place to nurse the first time, free from 
distractions for either you or the baby. Use a comfortable chair or bed and 
before you start, support the baby comfortably in a nursing position across 
your lap or snuggled next to you. Use pillows to prop him in place or raise 
him high enough, or put them around yourself or under your elbow. To 
begin, offer the breast without the Lact-Aid® or other device. Form the 
nipple with your fingers (read Breast Preparation for how-to and try it 
in front of a mirror if you haven’t already learned how) and stroke the baby’s 
upper lip with the nipple. If he does not open his mouth, you can press his 
chin lightly. If your baby will grasp the nipple and suck without liquid en- 
couragement, you can take time to get used to nursing before trying to 
cope with the Lact-Aid® or other supplementer. Don’t use a pacifier be- 
tween feedings— offer only yourself. A pacifier exhausts your baby’s need 
to suck. If your baby won’t nurse without milk, try a drop or two of formula 
on your nipple to begin. Don’t be surprised if your baby sucks once or 
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twice more and then loses the nipple. It is not unusual for very young 
babies to do this several times per nursing. He will get the knack soon. 
When your baby can latch on and nurse for a couple of minutes, you can 
begin using the Lact-Aid® or other device. This will encourage the baby to 


nurse longer, and you can rapidly discontinue bottle supplementation, if _ 


that is your plan. 

Softness of the breast tissue and an undefined nipple are likely to be the 
greatest hurdles you'll overcome at the first nursings. Following birth the 
breast becomes firm and the nipple is enlarged and easy to grasp. This is 
not usually the case for an adoptive mother. A cold cloth touched to the 
nipple just before nursing may make it firmer and more erect. Once your 
baby has begun to nurse regularly, the texture of the breast and shape of 
the nipple will change to make nursing easier. 

Whether your baby is a newborn or a little older, when he comes home at 
last, you can follow the above suggestions for getting started. With some 
“older” babies, you may need to be patient, however. Resist showing too 


much urgency about getting the baby to nurse. It is important for your baby . 


that you both be relaxed, and that the warmth and welcome of his arrival 
atmosphere not be diluted with anxieties about milk induction. Take time 
to look at your baby, stroke him, share him with your husband. Learn to 


hold him comfortably. If it seems natural and right to put him to the breast, : 


go right ahead. But, don’t feel pressured to do so in the first minutes, or 


even in the first days, especially if your baby is past a few weeks old. The _ 


older your baby is, the more cautious you may need to be. Just remember 
that many changes have occurred in your baby’s environment already, and 
he may be coping with enough newness without adding an immediate 
change in how he is fed. Security, for an infant, is very tied to feeding. A 
change to nursing may or may not enhance that security at the very begin- 
ning of his life with you. For the time being, it is also a good idea to avoid 
changing other parts of his feeding habits, such as the nipple type he is 
used to (even if you don’t think it’s the one most like mother) or the formula 
he has been taking. You will be able to judge how receptive your baby is by 
watching other ways he behaves, or simply by offering the breast and 
letting him tell you what he wants by his reaction. Some older babies are 
more than delighted to begin nursing right away; others need time to feel 
at home in your arms first. If your baby is ruffled by the first attempt to 
nurse, don’t press the issue. Especially avoid allowing him to become 
upset enough to cry. And, don’t become discouraged. You have time to 
teach him to nurse. You can prepare him gradually and with love by giving 
his bottle next to the skin of your breast for a few days, and always ina 
close nursing position. Then the next time you try nursing, wait for a 
moment when he is almost full and sleepily sucking. Slip out the bottle and 
replace it with your nipple. Often a baby will snuggle up and nurse in his 
Sleep for quite a while. Gradually, after a few sleepy-time feedings like this, 
most reluctant babies will become more accustomed to suckling and will 
take the breast when awake. Using the Lact-Aid® is helpful to convince 
some babies that nursing is a productive activity. If you are not planning to 
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use the Lact-Aid? try rubbing your nipples with formula, and perhaps drip- 
ping formula into the corner of the baby’s mouth by medicine dropper or 
bottle. These methods won’t work with most babies for very long, but they 
may help initially while you are trying to teach the baby how to nurse. Avoid 
using honey, sugar, or syrup on your nipples because of health hazards for 
little babies. The secret of teaching a baby to nurse is gentle perseverance. 
The baby should never be allowed to cry hard, fight to avoid nursing, or 
grieve. Sometimes in the beginning, your baby may have started to cry 
before you were ready. If it is normal “feed-me” crying, go ahead with nurs- 
ing, but if the baby sounds wound up or intensely upset, feed him the most 
familiar way first, and then switch to the breast when he is relaxed again. 
This may take only a minute or two. The idea is to keep all nursing attempts 
pleasant. Keep offering at positive times. If your baby likes to be rocked, 
sung to, or wrapped in a certain way, add these measures to your nursing 
scenario. Don’t give up easily. It is not uncommon for an older baby to need 
several days to a week or more to learn. Remember that you can breastfeed 
despite delays. Patience will actually speed up his learning. 

Sometimes there is a baby who just doesn’t learn to nurse. This kind of 
baby is very upset by attempts to teach him new feeding patterns. 
Remember that the main goal of nursing your adopted baby is to increase 
his happiness and well-being. If the opposite is happening no matter what 
you do, you have a baby who would be better off feeding peacefully from a 
bottle. This may be hard for you to accept, so talk about your feelings with 
other nursing adoptive mothers and your LLL Leader as well as your hus- 
band. Remember you are doing the best for your baby in meeting his 
individual needs. Cuddle him and love him while you bottle feed, and don’t 
let anything interfere with your enjoyment of him. 


Supplementing 

In adoptive situations, any baby who is nursing is a breastfed infant. All 
nutrition other than his mother’s milk is considered supplementation, even 
if it is his complete diet. Most adopted babies are completely sup- 
plemented upon arrival, and at least partially supplemented throughout the 
nursing period. Most babies have been fed by bottle prior to their arrival 
home, and their mothers may continue to use bottles, or choose to switch 
to another method of supplementing. Some mothers hope to use donated 
‘breast milk for supplemental feedings, but this is not often a realistic plan. 
It is difficult and time-consuming for other mothers to pump and collect 
their milk properly. “Milk routes” must be driven to collect the milk from 
them. In fact, it is so difficult to arrange for quantities of mother’s milk 
donations, that such efforts are reserved for babies whose health is gravely 
compromised. With the adopted infant, this is not usually the case. Milk 
banks, too, usually restrict their services to emergency situations when 
breast milk is medically necessary. Remember that though formula is not 
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ideal, most babies can manage on it, and soon perhaps you will have milk 
of your own to augment your baby’s diet. (If your baby develops a serious 
medical problem necessitating a doctor’s prescription for mother’s milk, 
you would have the same resources for obtaining it as a biological mother 
who is not lactating.) 

Talk to your doctor about formulas. If you are supplementing with a Lact- 
Aid® you will probably need to avoid homemade or powdered formulas as 
they clog the tubing. Ask about how many ounces a baby the size of yours 
generally needs per day. The usual rule of thumb is to multiply your baby’s 
weight in pounds by two and one-half; the total equals the number of 
ounces your baby will likely need each day before your milk supply 
develops. For example, a seven pound baby will probably take about seven- 
teen and a half ounces of formula. Keep in mind this is an average intake 
only. Babies vary quite a lot. Your best measure of how much he needs is 
how he acts. A healthy baby is remarkably good at communicating when 
he is hungry. But, because of the constantly changing ratio of breast milk 
to supplement, it is difficult to be accurate about your baby’s intake. While 
the fully lactating mother of an active, happy baby does not need to be con- 
cerned about this, the adoptive mother just starting to induce lactation 
does need to keep track of the amount of supplement to avoid over or 
under feeding. It will also help you gauge your milk supply. You will know 
you are building up milk when the rate of increase for the supplement 
slows and the baby continues to gain weight. The amount of urine and kind 
and quantity of stools also provide important information. 


Using Bottles 


If you choose to supplement by bottle while inducing lactation, your 
main job will be to encourage the baby to nurse long and often. Since in the 
beginning this will usually be at an empty or nearly empty breast, you will 
be relying on the baby’s natural need to suck. This instinct is so strong ina 
young baby that most require quite a lot of sucking between feedings, and 
the mother inducing lactation can usually take advantage of this. However, 
some babies are quite opinionated about food coming with their sucking, 
and encouraging these babies can be difficult. In addition, some babies 
tire easily while others are very impatient. Remember that even when there 
is a full milk supply, it takes more effort to draw milk from the breast than 
from the bottle. Harder sucking is nature’s way of developing strong facial 
and sucking muscles, but a baby doesn’t know this and can become 
“bottle-addicted”’ to the faster flow. To anticipate and avoid this problem, 
using smaller than usual holes in the bottle’s nipples has been suggested. 
Unfortunately, this sometimes brings about its own difficulties. The in- 
creased time and effort required to extract the milk through smaller holes 
can tire the baby and exhaust his sucking needs. He then has little or no 
motivation to suck at all at the breast. Many mothers find that /arger than 
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usual holes in the rubber nipple actually work better. Larger holes make 
bottle feedings go quickly, leaving the baby with most of his need to suck 
intact. The baby downs the Supplement and then happily settles down to 
nurse. Naturally, the mother does not use a pacifier. Nursing the baby 
before and after bottle feedings and frequently between times provides a 
good amount of sucking stimulation. “Frequently” means whenever the 
baby is willing. Breastfed babies commonly nurse every two hours for food 
and several times between feedings for a few minutes of comfort. Since 
your baby’s formula supplement takes longer to digest, your feedings may 
be somewhat further apart. Therefore, offer the breast every hour or so and 
allow him to nurse as long as he likes. 

If your baby doesn’t seem to require as much sucking as would be 
helpful, try putting hit to the breast while he snoozes. Nighttime is good, 
too, since the baby can be tucked in beside you, and sucking can go on 
while you both sleep. 

Placing the baby against the skin of your breast and ina nursing posi- 
tion while bottle feeding helps the baby to feel comfortable with his double 
feeding routine. Don’t forget he is using two different sets of motions and 
muscles to suck, which in itself is tiring. Some babies are troubled by 
nipple confusion; they forget how to change back and forth. They may 
become frustrated and anxious, or simply refuse one feeding method. 
Watch your baby for signs of this. If it happens, you may have to change 
your mind and use a simultaneous nursing/supplementation method to 
eliminate the confusion. 


Lact-Aid® 

The Lact-Aid® is a supplementation device designed by an adoptive 
father to enable his wife to nurse their baby while feeding the necessary 
supplement at the same time. It is an external milk sac which has a tiny, 
flexible tube (an external milk ‘“duct’) that lies on top of the mother’s nipple 
while the baby nurses. Using the Lact-Aid® avoids problems with nipple 
confusion, depleted sucking urge, tired sucking muscles, etc. A baby 
doesn’t swallow air from a properly filled Lact-Aid® and he draws milk only 
while sucking. It is possible, using the Lact-Aid® to avoid using bottles en- 
tirely and just nurse your adopted baby from the beginning. 

The Lact-Aid® itself is composed of a sterile four-ounce disposable 
plastic bag, a rigid plastic plug called the Lact-Aid® “body,” the nursing 
tube which is permanently attached to the body, a clamping ring which 
holds the bag and body together, and an extension tube which allows the 
formula to be drawn from the bottom of the bag. Additionally, the Lact- 
Aid® kit contains a roll of 100 bags, a bag hanger for suspending the bag 
during filling, a funnel for filling through the small neck of the bag, a large 
syringe for forcing cleaning water through the various parts, and straps 
and tabs for hanging the entire set-up around your neck or from your bra. 
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There are various sizes of kits from standard to deluxe. The difference is in 
how many of each part is included. All kits have excellent instructions for 
use and the manufacturers are available by telephone and correspondence 
for help. If you are unsure whether you will continue using the Lact-Aid? 
it’s probably best to order a minimum-sized kit to begin. You can add to it 
later as needed. The Lact-Aid® is available from Lact-Aid® International 
(see appendix) and from authorized distributors only. This company is 
operated by the original inventors, the Averys. 

The procedure for feeding with the Lact-Aid® is to nurse the baby with 
the tube in place on top of the mother’s nipple. It’s a good idea to have 
practiced nursing without it, at least for a few feedings. When your baby 
knows how to latch on (see Getting Started) and you are both comfortable, 
you can begin with the Lact-Aid® You can either hold the nipple and tube 
together and allow the baby to latch on to both simultaneously, or the tube 
can be slipped into place after the baby begins sucking by holding the tube 
under the forefinger and placing both in the baby’s mouth over the top of 
the breast so the tube remains in place against the palate when theifinger is 
removed. Either method is a learned procedure that can be frustrating at 
first, but practice makes it come easily after a week or so. Don’t give up too 
soon. With my first adopted baby, | thought that | would never learn to use 
it, and | stopped trying after only a few days. | was able to nurse my 
daughter with bottle supplements, but | believe the confusion of the two 
nursing patterns contributed to her early weaning from the breast and 
bottle at eleven months. We missed the joys of the toddler nursing rela- 
tionship. With my second adopted baby, | stuck with it longer and after a 
week of practice, the use of the Lact-Aid® became much easier. My baby 
and | didn’t need bottles and the Lact-Aid® allowed him to feed completely 
at the breast until he was taking solid foods and drinking from a cup. The 
transition to toddler nursing without the Lact-Aid® was smooth and 
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simple when we just discontinued its use around ten months of age. At 
twenty-seven months he is still nursing, along with his new two-month-old 
baby brother, with whom | am again using the Lact-Aid® 


Nurse your baby both with and without the Lact-Aid® at each feeding 
and often without it between feedings. Avoid overfeeding of supplements, 
which can easily occur if you use the Lact-Aid® every time you nurse. 

As with supplementing by bottle, use of the Lact-Aid® can present some 
problems which some mothers and babies find harder to resolve than other 
nursing couples. The most common complaint is the difficulty in filling 
and cleaning the small parts of the Lact-Aid® so many times a day. Follow- 
ing the manufacturer's directions carefully helps, but many mothers find 
this part of using the Lact-Aid® trying. Since most people have only two 
Lact-Aid® bodies in the beginning, they must flush, boil, and refill them 
every other feeding. Fitting this into a new mother’s schedule isn’t easy. 
One solution is to purchase enough Lact-Aid® bodies so you can clean 
and fill a whole day’s supply at once. The filled and assembled Lact-Aids® 
can be stored in the refrigerator, ready and waiting. Some fathers take over 
the once-a-day preparation, alleviating the mother’s workload. Another 
solution several mothers have suggested is to fill a day’s worth of bags ata 
time, folding down the tops and sealing them with paper clips, clamps, or 
clothes pins. This is less expensive than owning six or eight Lact-Aid® 
bodies, but not quite as convenient, since the bodies still need to be cleaned 
and attached between feedings throughout the day. 

Another common complaint is leaking. If the clamp ring is not firmly in 
place, the mother and baby can end up in a milk shower, or if the tube slips 
from the baby’s mouth, it will drip. The best solution is to assemble the 
parts carefully and remember that the biological nursing mother deals with 
leaking also. 

There is a delay while milk is warming up. Some mothers have tried 
wearing the prepared Lact-Aid® on its neck strap between feedings; they 
recommend that the mother attach a fresh Lact-Aid® to the strap im- 
mediately after the last feeding which will allow it to come to body 
temperature and be available for use when the baby wants it. While this 
does allow for immediate on-demand feeding, several of us have found it 
impractical. A chilled Lact-Aid® coming to room temperature sweats just 
as a chilled beverage glass does, and this is a cold, clammy object to wear 
around one’s neck. Also, we have been concerned about the danger to the 
baby from bacterial growth when milk is kept at room temperature too 
long. For this reason, the LLLI Professional Advisory Board and Lact-Aid® 
both advise against this practice. If going out in public, those of us with 
small bosoms have a problem because the Lact-Aid® can be as large as a 
breast, giving the appearance of a three-humped camel! Perhaps most im- 
portant, use of the Lact-Aid® at every nursing is not necessarily desirable. 
It is a good idea to accustom your baby to nursing without it if possible. 
When nursing a biological baby, mothers do not have a full flow at all nurs- 
ings; in the hour or so after a full feeding, there will be more of a trickle. 
However, if the Lact-Aid® is always constantly available, there is more of a 
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tendency to overfeed. Many have found that warming the Lact-Aid® im- 
mediately before feeding is not very time-consuming, and if you keep a 
watchful eye on the baby you don’t keep him waiting. When the baby wants 
to nurse, put him to breast first, then with your free hand whisk the 
prepared Lact-Aid® from the refrigerator, set it ina glass under the flowing 
hot water tap, and in forty-five seconds its ready. 

Traveling or shopping can be a bit hard to arrange when nursing with 
Lact-Aid® Biological nursing mothers don’t have to take anything along, 
and bottle-feeding mothers don’t have as much concern about clogging 
and maintenance details. It’s more difficult to transport filled Lact-Aid® 
bags than firm-sided bottles. Nursing discreetly in public places is more 
difficult when you are using the Lact-Aid® For carrying, several mothers 
have found that a foam beverage cooler designed for a six-pack of canned 
drinks, with a bag of ice enclosed, works well. Some mothers also carry a 
thermos of hot water for warming. This combination works well for night 
feedings, too, as you can keep everything on your bedside table. A slightly 
older baby may not object to temperature variations of supplements. When 
our five-month-old son accompanied us on a month of summer camping, 
we kept his formula supplements on ice, but didn’t warm the Lact-Aid® 
before feedings. | think that on those hot days he actually enjoyed the cool 
milk! 

The Lact-Aid® neckstrap and bra hanging tabs are provided for mothers 
who find them convenient. They are not necessary if you don’t like them. | 
usually simply lay the warmed Lact-Aid® on my baby under his elbow as | 
hold him in a nursing position. It stays there very well, even when | move 
around during feedings, which is often necessary with other little ones in 
the family. When | used the neck strap, the Lact-Aid® swung away from me 
if | moved and this would often result in pulling the feeding tube from the 
baby’s mouth. This, like all the techniques mentioned, is really a matter of 
personal preference. Feel free to experiment with alternatives if something 
doesn’t work well for you. 

A common frustration in using the Lact-Aid® involves keeping the tube 
in the baby’s mouth and positioned so that the flow of formula is not inter- 
rupted. Ideally, the tube should lie over the center of the nipple, against the 
palate, with the tip about one to one and one-half inches (three or four cm.) 
inside the mouth. This way the tube is held in place by the pressure of the 
breast against the roof of his mouth, However, during a feeding, the tube 
may move out of position, stopping the flow. If so, break the baby’s suction 
and replace the tube properly. A mother should check on the length of the 
tube outside the baby’s mouth and whether he is swallowing regularly. 
Some babies who move about or wave their arms a lot will accidentally 
brush the tube out of place over and over. Wearing a nursing bra will allow 
you to anchor the tube under the inner cup. Some mothers also use soft 
surgical or hair setting tape to hold the tube against the breast. Keep the 
tape away from the sensitive nipple area. Some babies play a great deal 
while nursing. They stop nursing and smile, gurgle, or laugh every few 
sucks. This is adorable but if you’re having difficulty getting the nursing 
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tube in place every time your Daby does this, you may lose the joy of it all 
DON’T LET THAT HAPPEN. This may be the kind of baby who would be 
better supplemented by cup, spoon, or bottle, leaving you free during nurs- 
ing to enjoy your baby’s friendly games. 

Clogging of the Lact-Aid® happens when milk collects and hardens, or 
mineral deposits from tap water gradualiy accumulate in the tube or body. 
To avoid this, clean the Lact-Aid® regularly and thoroughly according to 
manufacturer's directions. Use vinegar in the boiling water every day. 
When clogging happens despite all your precautions (and it probably will), 
it helps to have an extra Lact-aid® in the house so you can go ahead and 
feed the baby and fix the clogged one later. Heat it in vinegar and try forc- 
ing more hot water through it with the syringe from the kit. If you are having 
a clogging problem with your Lact-Aid® contact the manufacturer. 

The slow rate of the Lact-Aid® is designed to afford lots of sucking 
stimulation at feedings, commonly twenty or thirty minutes per four 
ounces. However, sometimes there may be a baby who is frustrated by this 
slow pace. With him, it is best to speed up feedings and compensate with 
sucking between meals. If mothers find it takes longer than forty minutes, 
and formula is mixed correctly, they should contact Lact-Aid® to in- 
vestigate the problem. 

Some critics of the Lact-Aid® think that the greatest problem with its 
use is that it works too well; its constantly available milk from beginning of 
a feeding to its end can become “addictive” to some babies. However, the 
flow pattern throughout the feeding compares well to biological nursing, 
since the expression movement of the baby’s jaw momentarily stops the 
flow from the Lact-Aid® Thus the baby obtains primarily breast milk at the 
beginning of the feeding and takes additional supplement toward the end. 
A very aware newborn or an older baby learns that milk flow occurs only 
when the tube is in place and sometimes he won’t nurse without it. In 
adoptive situations, this is not too serious. Most induced lactations pro- 
ceed at such a slow pace that use of the Lact-Aid® is necessary for some 
time and it naturally becomes a familiar peculiarity of the mother’s breast. 
A mother may also lack confidence in her milk supply and keep on using 
the Lact-Aid® longer than her baby needs.” 

The occasional refusal to nurse without the Lact-Aid® between feedings 
is only an inconvenience, not a major problem since the Lact-Aid’s® slow 
flow rate is designed to be somewhat slow in order to provide lots of suck- 
ing stimulation. Even if the baby does not nurse between feedings there is 
still likely to be adequate sucking to stimulate milk production. If your 
baby prefers to have the tube in place when supplements are no longer 
needed, you can reduce use of the Lact-Aid® gradually and with love. Slip 
the tube away when the baby drops off to sleep at the breast. Fill the Lact- 
Aid® with only a little formula, expel the air and allow him to continue to 
nurse without removing it after it empties. Or replace the unneeded for- 


*In non-adoptive relactation, babies who persist in needing the Lact-Aid® for every 
feeding may have a sucking problem and should be evaluated by a specialist. 
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mula with water. Play with your baby and distract him as you remove the 
tube. Whatever you try, take your time. If your baby just isn’t happy without 
the tube, don’t worry about it. You and your baby have a happy nursing rela- 
tionship that can continue through natural baby-led weaning from both the 
breast and the Lact-Aid® 


Other Supplemental Devices 

A mother may prefer not to use the Lact-Aid® or may not have it on hand 
when her baby arrives. For short-term use, a clean glass dropper may also 
be used to encourage the baby to suck. It is not usually practical to use 
this method for long-term supplementation (although some mothers have 
done so), as it is very difficult to provide adequate nutrition with it. It is sug- 
gested in relactation cases where supplementation is usually shorter-term. 
It is both messier and more obtrusive than the Lact-Aid® and it ties up 
both of the mother’s hands. However, for those adoptive situations where 
a mother plans to supplement by bottle, but the baby is having initial dif- 
ficulty learning to nurse at the breast, dribbles of milk from a glass dropper 
may help him get started. 

Still other mothers have made successful use of a hair-coloring applica- 
tion bottle (brand-new and unused) rather than a Lact-Aid® or eye dropper to 
convince the baby that milk is, indeed, coming from the breast. A number of 
these application bottles could be filled and refrigerated at one time, thus 
saving repeated preparation time throughout the course of a day. 


Building up Your Milk Supply 

Once you have taught your baby to nurse, you have won more than half 
the battle. No matter how much milk you subsequently develop, you now 
have the option of continuing to nurse your baby, with supplements as 
necessary. Remember that an attempt to induce lactation is an extremely 
difficult project, requiring intensive concentration, both physical and 
mental. Since it occurs simultaneously with the arrival of a child in a family, 
with all the concomitant demands on the family’s resources that that 
implies, very careful evaluation initially and throughout the process is 
necessary to make absolutely certain that the effort to build up milk does 
not interfere with rather than contribute to the family. Depletion of energy, 
lack of time, and some confusion during role transition are challenges for 
all new parents, and are no less so for adoptive parents. The attempt to 
induce lactation can draw heavily on parental reserves needed to meet 
these challenges. Remembering that the first priority is loving nurturing of 
the baby will keep milk induction firmly in its place as only part of the 
process. If the time comes that you realize the effort to build your milk 
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Supply is becoming detrimental, cut back to a comfortable level. If this 
means you essentially nurse the baby for comfort only, that’s fine. 
Sometimes you will have to deal with people who tell you that nursing for 
comfort is just being a pacifier. These people have forgotten that a pacifier 
is a replacement for mother, not the other way around. If cutting back toa 
comfortable effort level means discontinuing the induction altogether, 
that’s fine too. Don’t feel guilty or pressured by your own previous plans if 
it isn’t working out the way you hoped, and don’t let anyone else pressure 
you either. You will know what’s best for you and the baby. If you are not 
yet sure what’s best, try letting up on the schedule/other pressures and 
keep on nursing for a day or so. Or, you could stop for a couple of days and 
see if that makes the difference you need. Usually there is no difficulty in 
resuming the effort, if you want to, after a short hiatus. 


With the preceding cautions in mind, here’s how to build up your supply: 

. Relax and ENJOY the baby. Your emotions are important to your milk supply. 

2. Nurse often and long —at least every two hours for about thirty minutes 

switching breasts often. 

3. No matter how you are supplementing, nurse before, after, and between 

feedings for as long as the baby is willing. 

4. Don’t use a pacifier. Offer the baby your breast instead. 

5. Nurse in the night. |f your baby sleeps thorugh the night, maybe you can 
scoop him to bed with you and encourage him to nurse in his sleep. 

. Nurse on both breasts at every feeding. Switching from one side to the 
other every five to ten minutes is even more effective. Switch nursing can 
be very difficult if you are using a Lact-Aid® but it might be worth it for at 
least part of your feedings. 

7. Drink lots of fluids and eat a well-balanced diet. 
8. Rest as often as you can. 
9. Avoid too much caffeine and other diuretics. 

10. Don’t smoke. 

411. Avoid birth control pills and the hormone-impregnated IUD which can 
~ interfere with milk production. 


— 
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Think in terms of several weeks for the onset of drops of clear fluid 
(which gradually changes to milky white). Some weeks later you may be 
able to express milk in a small single spray, then eventually in multiple 
sprays. The pace of build-up is likely to continue to slow. Whereas building 
up a few ounces during postpartum lactation is a matter of frequent nurs- 
ing for forty-eight hours or so, it often takes months when the supply is 
being artificially induced. 

Measuring the exact amount of your supply would be impossible, nor is 
it necessary. Instead, watch your baby’s supplemental intake and weight 
gain and diapers. When the supplement begins to level off, but the baby 
continues to gain, it usually means your milk supply is filling in the gap. If 
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at any time your baby regularly nurses more slowly, lets milk dribble out 
while sucking, or otherwise seems full, stop giving supplement for that 
feeding! if you find there is supplement left after several feedings in a row, 
cut back a little on the amount you put in the Lact-Aid® or bottle at the 
next feeding. If he seems comfortable with the reduced amount, you have 
begun to decrease supplement. Gradually continue to reduce the amount 
offered. You should decrease supplements slowly enough to avoid leaving 
your baby feeling too hungry after a feeding. Just make sure you are not 
giving him more supplement than he actually wants. The baby’s stools may 
help you know if he is getting milk from you. Breast milk stools are thinner, 
more yellow, and smell sweeter than formula stools. Sometimes one 
diaper will contain both kinds of stools, as if he digested one kind of milk 
separately from the other. Count the number of wet diapers — if he has six 
to eight wet diapers every day, his total intake is fine. If these things are 
occurring and he seems alert and happy, he is getting enough milk, even if 
the need for supplements is decreasing faster than you expected. 

Experiencing a let-down sensation, dripping milk from the nipples, or ob- 
vious breast fullness are other indications that your supply is increasing. 
Don’t be discouraged if you don’t feel these things however; they are rarer 
during induced lactation. Some mothers can gauge the endocrine changes 
their bodies are undergoing by menstrual cycle differences. Since a fully 
lactating woman does not menstruate for a time after birth, reduction in 
frequency or flow of your periods is a positive sign. 


Things to Avoid: 


NURSING OTHER BABIES 


It has been suggested that an adoptive mother might try to find a 
cooperative breastfeeding friend who would agree to trade babies for a 
feeding every day. The idea is that the adoptive mother gains strong sucking 
stimulation, and the adopted baby receives the encouragement of a bountiful 
flow of mother’s milk. There are hidden problems in such a plan, however. Ex- 
posure to colds and other illnesses is one. An adopted baby is already more 
susceptible to these, and both babies are unfairly exposed to infection. An 
even greater hazard is the confusion it can cause both babies. It’s hard to tell 
in advance how it will affect a baby, but considering the exclusivity of the 
breastfeeding relationship, some babies may be upset when someone other 
than their own mother tries to nurse them. This is especially a problem for the 
adopted nursling. One of the major hopes his parents have in choosing 
breastfeeding for him is that it will facilitate his bonding and development of 
trust. When a strange woman nurses him it can interrupt this process. 


USING SOLIDS FOR SUPPLEMENTS 


Introducing solids very early to replace or avoid bottle or Lact-Aid® sup- 
plementation is not a good idea. As imperfect as prepared formulas are, they 
are generally better than a solid food diet for a baby under four months of age. 
Your baby will not need solids any sooner than any other baby unless he is 
allergic to formula. Introduction of solids will also interfere with sucking and 
continued build-up of an induced supply. 
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PUMPING AFTER BABY ARRIVES 


If you have been pumping before your baby arrived, discontinue it once 
your baby has begun to suck well at the breast. The most effective breast 
pump is a baby. Any time you have for relaxing should be spent nursing the 
baby, not pumping. 


Special Situations 


WHEN YOU HAVE NEVER BEEN PREGNANT 


Many people assume that a woman who has previously breastfed or even 
been pregnant at any time in the past will have better luck inducing lactation. 
Though this assumption seems to make sense, there is little evidence to sup- 
port it. Internally, the breast returns to the prepregnant state within about two 
years following cessation of the last nursing experience. To induce lactation, 
whether one has been pregnant or nursed before or not, it is necessary to 
develop alveoli and ducts and to begin again inducing hormonal changes that 
will produce and eject milk. 


WHEN YOU ARE ALREADY NURSING A YOUNG BABY 


If you are fully breastfeeding a biological baby who is under twelve- to 
eighteen-months-old at the time your adopted baby arrives, it may be easier 
for you to breastfeed your adopted baby. Your job is not to induce a supply in 
this case, but to drastically increase an existing one. However, remember that 
even without the complications of adopting, mothers find tandem nursing of 
twins or biological siblings challenging. Read the available materials on 
tandem nursing; combine these procedures with induction hints and you will 
very likely be able to develop enough milk for both babies. Expect it to take a 
few weeks at least. Keep everyone’s mental health in mind as you proceed, 
and balance the building-up efforts with knowledge that the ‘“‘old” baby and 
the “new” baby are both already undergoing unusual stress. 


WHEN YOU ARE NURSING A TODDLER 

It is different when you are nursing an older baby who is a year or older and 
taking much of his nutrition from sources other than you. Such a toddler 
generally nurses much less regularly than when he was a young baby. A baby 
over eighteen months may nurse frequently one day and not at all the next. It 
will take time to build up a supply sufficient for a newborn or for tandem nurs- 
ing. This can be confusing to the adoptive mother who expects to be able to 
nurse more easily since she already has milk. Of course, there will be some 
advantages. The taste of milk will encourage the baby to begin sucking, for in- 
stance. It is building up the supply that may be more difficult. 


WHEN YOUR PREVIOUS CHILDREN HAVE NOT BEEN NURSED 

Sometimes a mother does not learn of the possibility of breastfeeding until 
she has already adopted or given birth to other babies whom she bottle fed. 
She may worry that her other children will think she didn’t care as much about 
them as she does about the new nursing baby. She should simply share the 
truth with them, whether she didn’t know it could be done, or they were past 
the nursing age, or whatever, the reason. Children reflect their parent’s 
attitudes. Calm acceptance of the differences in each child’s arrival and care 
is the best prevention of problems. 
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NURSING A FOSTER BABY 

Sometimes a baby is placed in temporary foster care with an experienced 
nursing mother who recognizes in him a need to be breastfed. She may con- 
sider inducing lactation for him or nursing him for comfort. The advantages 
include the loving closeness the baby will gain, the touching and skin contact 
that nursing affords. She may reason that even if he leaves her care before the 
nursing period is past, the baby will have had this special loving start. The 
disadvantage is that moving from place to place is hard enough on babies 
without adding sudden weaning from the breast to all the other traumas he 
must endure. In addition, it would not be advisable to breastfeed a foster baby 
whose birth mother is still in contact, even very infrequently. The responsible 
foster mother will evaluate all the risks and benefits and make a careful 
decision. 


WHEN THE MOTHER IS ON MEDICATION 

An occasional adoptive mother must take regular medication for some con- 
dition and feels concern about nursing. Before milk appears, there is probably 
no reason to worry. If she has already developed a milk supply she should 
consult her doctor or LLLI about the particular drug and then follow the 
recommended procedure. If the medication is one that should ordinarily be 
avoided while nursing, perhaps there is a safer substitute. If not, it might be 
best to avoid aconcerted effort to develop milk, but still it may be possible for 
her to nurse for comfort. 


WHEN THE MOTHER BECOMES PREGNANT DURING INDUCTION 

When a mother becomes pregnant while nursing her adopted baby she can 
continue nursing if she wishes. When the new baby is born, it is possible to 
tandem nurse just as with biological siblings, without supplements. 


Myths and Questions 


MYTH: /f a mother has enough motivation and applies enough effort she 
will develop a copious milk supply in a few weeks or months. The truth is 
that there are many factors that affect the quantity of milk a particular 
mother might produce, most of which cannot be controlled or changed by 
the mother. This is a dangerous myth because of its implied assumption 
that a mother didn’t try hard enough if her milk does not develop or in- 
crease dramatically. One critical unknown factor is the baby. His age, size, 
growth pattern, interest, adaptability, sucking needs, physical activity and 
distractibility, as well as his basic temperament, previous feeding and nur- 
turant experiences all have an impact on every phase of the nursing ex- 
perience. Many of these factors are not under the control of the mother and 
father of the baby. 

Induced lactation by definition occurs outside the continuum of 
pregnancy, birth, and lactation. Exact parallels with biological experiences 
cannot be drawn. In addition, the woman’s body itself is a factor. Perhaps 
there is an infertility problem that might be related to lactation as well. A 
biological mother knows that when she can conceive and carry a baby, it 
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follows that she will be able to lactate. The adoptive mother does not have 
this comforting knowledge. Nor is there any way to evaluate why one 
woman's body will develop copious amounts of milk after relatively little 
effort, while another will not lactate at all after great exertion. 


MYTH: Once there is a drop of milk there will soon be a full supply. This, 
too, is not necessarily true. The pace of increase is usually much slower in 
induced lactation than in either relactation or postpartum lactation. In 
addition, unexplained plateaus occur which can last a long time or be per- 
manent. Sometimes the first milk comes in very quickly, but builds up so 
slowly that the maximum amount is still quite small; sometimes it takes 
weeks to get the first drops, but then the supply develops to ounces in only 
another month or so. The point is that expectations cannot be based on 
biological experience. 


MYTH: Inducing lacation will reverse the hormonal problems that cause 
infertility. Some previously infertile adoptive mothers have believed that 
their subsequent pregnancies were made possible by the induced lacta- 
tion efforts they made for their adopted babies. They theorize that the 
changes engendered in their endocrine systems somehow rebalanced 
their hormonal leveis. However, there is no evidence to support this, and it 
should be remembered that a certain number of unexpected post-adoption 
pregnancies occur in any case. Induced lactation, as adoption itself, 
should be motivated by interest in the existing adopted baby, not by hopes 
for a future pregnancy. 


QUESTION: /s the milk produced by induction nutritionally correct? This 
question is very difficult to answer. There has been little opportunity to 
actually study significant quantities of induced milk. Adoptive mothers are 
not inclined to give it away for research. They are also literally few and far 
between so that it is hardly feasible to gather fresh samples from enough 
mothers for a significant study. Add to this the usual difficulties inherent 
in studying breast milk, such as the effect tension has on fat content in ex- 
pressed milk samples or the fact that a single feeding during the day will 
differ nutritionally from the total supply for that day. You can appreciate 
why there is so little empirical data. It is known that breast milk composi- 
tion ordinarily changes throughout the months and years of nursing. It is 
not known whether induced milk matches an early, middle, or late 
biological supply, or if it differs somehow from all of them. What adoptive 
mothers who have induced significant supplies know is, their babies have 
thrived on their milk. 


MYTH: Adopted children who were breastfed become confused about their 
identity and origins. Ridiculous. Breastfed adopted children generally feel 
the same way breastfed biological children do about having been nursed. 
They also know their mothers cared enough about their welfare to put a lot 
of effort into nursing under unusual circumstances. They often love to hear 
this part of their adoption story along with all the rest. 
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Conclusion 

The purpose of nursing a baby is to nurture him in the best and most 
natural way possible. This is exactly the same whether he is adopted or 
biological. While a copious supply of breast milk is rare in adoptive breast- 
feeding situations, love is abundantly given. The baby always comes first. 
Most of the time, his opportunity to nurse enriches his well-being, but if he 
seems to have difficulty his mother will reevaluate. An adoptive nursing 
mother has a delicate balancing act to do as she maintains a peaceful 
home environment while attempting an extremely difficult task. A support 
system is crucial, and has the responsibility of helping her keep her 
perspective on a// of her baby’s needs while encouraging her efforts 
without pressure. Goals must be realistic and focused on mothering, not 
breast milk. Everyone involved must understand that this is an individual 
experience that is unlikely to exactly match the experiences of others or 
even one’s own expectations. Changing goals is often necessary and 
should not be considered a failure. On occasion, nursing will continue for 
only a few hours or days, but it still will have enhanced the awareness and 
commitment of the family. No matter how a baby is fed, it is the love he 
takes in that counts. For some adoptive families, breastfeeding is a lovely 
way to express it. 


Mina Ohuchi, nursing toddler, Tokyo, Japan. 
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Appendix 


The following publications are all available from La Leche League International: 


Manual Expression of Breast Milk (No. 27) 
Clear explanation of an effective, simple method of hand-expression for mothers 
who must maintain their milk supply when separated from their babies. 


Sore Nipples (No. 28) 
Suggestions for relieving nipple pain and preventing its recurrence. 


Helping Love Grow: Some Hints for Mothering Your Adopted Baby (No. 56) 
Ideas for loving and nurturing an adopted child. 


Catalogue (No. 501) 
Sixteen-page booklet describing all publications currently available from LLLI. 


You Can Breastfeed Your Baby... Even in Special Situations (No. 400) 
Exhaustive reference work on nursing in unusual circumstances— premature or 
sick infants, mothers with health problems, nursing adopted babies, etc. 


THE WOMANLY ART OF BREASTFEEDING 

Revised edition (1981)—368 pages with 130 photographs; based on La Leche 
League’s twenty-five years of experience helping mothers breastfeed their babies; 
includes first-person stories, along with scientific research. Available in hardcover 
and softcover from local League Groups or from LLLI. 


Lact-Aid® (615) 744-9090 Breast Shields (No. 402) 
Lact-Aid® International, Inc. Plastic two-piece breast shields, 
P.O. Box 1066 complete with instructions for use, 
Athens, TN 37303 USA are available from LLLI. 


Breast Pumps 
These breast pumps have been tested by LLLI and found to be satisfactory: 


Electric 

Axicare Medela 

Neonatal Corporation Medela, Inc. 

One Blue Hill Plaza P.O. Box 386 

Pearl River, NY 10965 USA Crystal Lake, IL 60014 USA 
Egnell Whittlestone 

Egnell, Inc. Whittlestone Breastmilkers, Ltd. 

765 Industrial Drive P.O. Box 710 

Cary, !L 60013 USA Hamilton New Zealand 

Hand-operated 

Au Natural Le Pump 

Luminscope Co., Inc. Labtron Scientific Corp. 

P.O. Box 413 855-D Conklin Street 

Fords, NJ 08863 USA Farmingdale, NY 11735 USA 
Happy Family Loyd-B 

Happy Family Products Lopuco, Ltd. 

12300 Venice Blvd. 1615 Old Annapolis Road 

Los Angeles, CA 90066 USA Woodbine, MD 21970 USA 
Kaneson . Ora’Lac 

Marshall Electronics Ora-Lac Pump Co. 

5425 West Fargo P.O. Box 2400 


Skokie, IL 60077 USA Sitka, AK 99835 USA 


ABOUT LA LECHE LEAGUE 


La Leche League International is a nonprofit organization 
founded in 1956 by seven women who wanted to make 
breastfeeding more rewarding for mother and child. 


La Leche League offers information and encouragement 
primarily through personal help, to those women who want 
to nurse their babies. A Professional Advisory Board com- 
prised of thirty-nine consultants offers advice and 
assistance when necessary. 


La Leche League is the world’s largest resource for breast- 
feeding and related information, distributing more than 
three million publications each year, some of which are 
now available in twenty-eight languages. THE WOMANLY 
ART of BREASTFEEDING, a basic how-to book has helped 
countless mothers through almost any nursing crisis. 


For further information, we urge you to locate a La Leche 
League group in your area. If you don’t find a listing in your 
telephone book, write or call our LLLI office in Franklin 
Park, Illinois during regular business hours from 9 A.M. 
to 3 P.M. Central Time. The number is (312) 455-7730. 


LA LECHE LEAGUE INTERNATIONAL 
9616 Minneapolis Avenue 
Post Office Box 1209 
Franklin Park, IL 60131-8209 USA 
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